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No day goes by in any practice that would fail to 
show some interesting abnormality of the ocular 
fundus if the ophthalmoscope were routinely used. 
This is particularly trne of the general practitioner. 
Sufficient confidence in his own judgement can soon 
be acquired by anyone willing to give a moment or 
two to inspection of the interior of the eyes of each 
new patient. I wish to hammer home the importance 
and the interest attached to this beautiful little 
instrument so valuable in diagnosis and prognosis. 

True, a dark room is a desideratim, and dilated 
pupils make the work easier and more fruitful. How- 
ever, the former may usually be dispensed with nd 
the latter procured easily by the instillation once or 
twice of a 1% solution of Paredrine Hydrobromide 
easily obtained at any druggists’ counter. This is a 
relatively safe mydriatic, quickly acting, and of short 
duration. Practically no danger of precipitating 
glaucoma, even in older people, exists in exhibiting 
such a drug with anything short of the greatest 
carelessness, particularly if it be followed with an 
instillation of a miotic such as eserine salicylate in one 
half per cent solution. Even if once in a great while 
a glaucoma be so discovered the procedure may be 
regarded as a good diagnostic one. 

One soon learns to recognize the normal appear- 
ance of the fundus and many of its frequent variations. 
We are concerned at this time largely with the findings 
in the blood vessels, as here we observe early signs 
which are most significant in helping to establish a 
diagnosis. Changes in these signs may be invaluable 
in providing information for a reasonable prognosis. 

The retinal manifestations of cardio-vascular dis- 
eases are not inflammatory but rather physical (as in 
arteriospastic conditions) or proliferative or de- 
generative.1! It is therefore improper to refer to them 
as retinitis. We should rather allude to hypertensive 
or sclerotic changes or to retinopathy. 

It is well to note that the normal ratio of the retinal 
artery to its accompanying vein is in the order of 3 
to 4. Normally the vessel walls are entirely transparent, 
and what is observed, and usually thought of as a 
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blood vessel, is actually the blood column within the 
vessel.12 There is no apparent constriction at the 
arteriovenous crossings, and the veins are not de- 
flected in their linear approach to the arterioles. The 
ophthalmic artery is a true artery, but beyond its 
second subdivision, which usually occurs within one 
disc diameter of the optic disc itself, the continuous 
muscular coat and elastic lamina are lost and the 
vessel becomes an arteriole. So what you see with 
the ophthalmoscope is largely the arteriolar circula- 
tion. 6, 11, 12 


It is my purpose to avoid the difficult and some- 
what unsatisfactory classifications and grading of 
hypertension and sclerosis. There are so many over- 
lapings, exceptions, and variables, that no really 
simple and certain formula exists or seems possible. 
Several have been worked out in great detail and are 
valuable for clinical research,8 but I believe that the 
general practitioner in reading them over would find 
them perhaps more confusing than helpful. As 
practitioners it is much more important for you to 
recognize the type of lesion at which you are looking 
than to be able to accurately grade it. So I will at- 
tempt to describe for you simply, with some semblance 
to reasonable sequence, the progressive changes of 
(a) hypertension and (b) sclerosis in the retinal 
vessels in hypertensive cardio-vascular disease and 
follow this with some remarks on retinopathy. 


The only sign of hypertension in the vessels them- 
selves is narrowing of the arterioles.13 This narrow- 
ing may be generalized or it may occur in one or 
many local or focal areas. It may vary in either case 
from a barely perceptible narrowing to a point where 
the blood column is not observable though it is never 
entirely obliterated. The signs of hypertension are in 
general reversible unless the condition is of such dura- 
tion that sclerosis has occurred on top of it. It may be 
slightly confusing here, but it must be called to your 
attention that narrowing may also be due to sclerosis. 
Where this is true the light reflex is widened, while 
if the narrowing is due to hypertensive changes the 
light reflex is also narrowed.5 Generalized narrowing 
may occur in the elderly without hypertension. 
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Friedenwald believes that the amount of narrowing 
is a very reliable guage of the height of the systolic 
pressure.6 Thus he feels that where the narrowing is 
barely but definitely perceptible the systolic pressure 
can be assumed to be 160. When the arteriovenous 
ratio has become of the order of 1 to 2 he places the 
systolic pressure at 200. The hypertensive artery be- 
comes narrowed, shorter, and straighter. 


Hemorrhages may appear at any stage in hyper- 
tensive disease and are listed and described as such. 
They occur by diapedesis rather than rhexis. They 
may be reversible, even where there is central vein 
thrombosis, (which is not inevitably fatal to vision! ) 
but they do not always disappear. 


In the earliest stage of sclerosis of the arterioles 
there is a perceptible widening of the arterial light re- 
flex.11 This is due to the fact that the arterial wall has 
lost its translucency to a slight extent due to hyaliniza- 
tion of the subendothelial tissues and now the light 
reflex comes partly from the blood column and partly 
from the vessel wall. As sclerosis progresses the vein 
may dip beneath the artery or be humped over it. 
Soon there is a beginning hiding of the vein behind 
the artery and an apparent compression. Actually there 
is probably no pressure by the artery or the vein,3 
save in the very acute hypertensive state of eclampsia. 
The usual picture is the result of the thickening and 
sclerosis of the venous and arterial walls at their 
crossing. As sclerosis progresses the arterial light re- 
flex takes on a burnished copper color, and at the 
arteriovenous crossings the vein may be completely 
hidden and may become tapered and deflected from 
its course as it approaches the artery. With continued 
advance of the sclerotic process the artery becomes 
sheathed with fibrous tissue which appears as two 
white lines, one on each side of the blood column. 
The veins may be sacculated or banked on the distal 
side of the artery. Later the artery may appear as a 
white or silver cord and the blood column may not 
be observable though present. The changes of sclerosis 
are in general not reversible though small atheromas 
have been seen to partially disappear.6 The sclerotic 
artery becomes thickened, elongated and tortuous. The 
degree of sclerosis is indicative of the duration of the 
hypertensive process. 


Retinopathy means cotton wool patches or their 
sequela in the fundus. These are dependent on and 
associated with vascular hypertension, come on rather 
late, and may be reversible. They are the result of 
anoxia. In acute stages they appear as white fluffy or 
edematous irregular or rounded areas. These later be- 
come hyalinized, lipoid substances are deposited, and 
the lesions become sharply defined. Very interesting 
are deposits of this nature found along the fibers of 
the layer of Henle radiating from the macula area and 
forming the so called macula stars. Even these may 
be reversible at times and occasionally disappear 
spontaneously. Because of this the results of surgery 
for the relief of vascular hypertension must be most 
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carefully and conservatively evaluated.9 In this con- 
nection it is worth noting that there are no eyeground 
changes which absolutely contraindicate sym- 
pathectomy for the relief of hypertension though the 
more advanced the changes the less likely is a 
satisfactory result.7 

Edema of the disc usually occurs late in malignant 
hypertension and being associated with brain changes 
is of grave importance. However even edema of the 
disc may at times disappear. 

Most changes in cardio-vascular diseases occur near 
the disc and macula. However the earlier signs may 
be most prominent in the smaller vessels. There will 
be no observable retinal changes in 90% of your cases 
of essential hypertension.10 However, 10% will, be- 
come malignant probably before the age of 55 years, 
and always the degree of sclerosis will be important 
in your evaluation of the case. 

In general a clinical diagnosis is not to be made on 
the ophthalmoscopic signs, yet these are the one most 
dependable guide in your clinical evaluation of the 
hypertensive case. For proper interpretation all clinical 
findings must be correllated with the ophthalmoscopic 
signs so as to differentiate between such varying con- 
ditions as benign essential hypertension, malignant 
hypertension, the hypertensions of renal origin (glo- 
merulonephritis in all its forms including periarteritis 
nodosa, polycystic kidney, pyelonephritis, amyloid kid- 
ney, prostatic obstruction), the hypertension of 
eclampsia and pre-eclampsia, and the rarer conditions 
such as tumors of the adrenal, and basophilic tumors 
of the pituitary. 


I would like to acknowledge here the great help I 
have received in presenting this subject. Dr. Arthur 
Bedell of Rochester, New York most generously loaned 
me slides from his magnificent collection of koda- 
chromes of the ocular fundus. I am most grateful to 
Dr. Francis Heed Adler of Philadelphia for ideas 
which I have heard him express and for a valuable 
personal communication. 


In conclusion I wish once more to point out to you 
two essential facts13 to aid you in the evaluation of 
your hypertensive cases: 


1. Narrowing of the arteries is the only sign in the 
vessels themselves of hypertension. 
. The degree of sclerosis measures the duration of 
the hypertensive process. 
Finally I hope that I leave you with a higher regard 
for and a deeper interest in the clinical use of the 
ophthalmoscope. 
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Anorectal Lymphogranuloma Venereum* 


Leon BAnov, Jr., M. D. 
Charleston, S. C. 


Lymphogranuloma venereum, a disease prevalent 
in South Carolina, has not received the consideration 
it deserves. During the past twenty years, no article 
has appeared in the Journal of the South Carolina 
Medical Association specifically dealing with lympho- 
granuloma venereum. It might be interesting to specu- 
late on the possible factors that have produced this 
apparent lack of interest on the part of the medical 
profession in South Carolina. Some possible reasons 
are: (1) Lymphogranuloma venereum, occurring for 
the most part among the underprivileged, has certain 
chronic lesions which require treatment over a con- 
siderable pericd of time—a factor that tends to pro- 
duce discouragement for the patient as well as for 
the physician. (2) Lymphogranuloma venereum not 
having spectacular manifestations is not readily 
thougkt of in the differential diagnosis and so the 
tests to diagnose the disease are not as readily 
employed. (3) The disease has been called by a 
multitude of names which has produced considerable 
misunderstanding. (Not infrequently, lymphogranu- 
loma venereum is confused with granuloma inguinale ). 
(4) Until recent years there has been no drug that 
offered much hope for beneficial results in the treat- 
ment of lymphogranuloma venereum. 


Because lymphogranuloma venereum has not re- 
ceived the attention it merits, this article is presented 
(1) to emphasize its medical and economic signifi- 
cance, (2) to point out some of its varied anorectal 
manifestations by. illustrative cases from Roper Hos- 
pital and the surgical clinic of the Medical College, 
(3) to tell of the newer drugs used in treatment, and, 
(4) most important of all, to stimulate interest in a 
disease which can become more readily recognized, 
adequately treated, and, perhaps, even eradicated. 


In the literature, lymphogranuloma venereum, has 
been called by numerous names. Mention may be 
made of lymphogranuloma venereum, lupus vulvae, 
chronic elephantiasis, Nicolas-Favre disease, “fourth 


veneral disease,” “sixth veneral disease,” lympho- 
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granuloma inguinale or poradenitis, veneral lympho- 
granuloma, esthiomene, lymphopathia venereum, non- 
tuberculous granulomatous lymphadenitis, chronic 
elephantiasis with vulvar ulceration, inflammatory 
stricture of the rectum, tropical bubo, and strumous 
or scrofulous bubo. 


Lymphogranuloma venereum is more prevalent than 
the statistics indicate. The number of cases of lympho- 
granuloma venereum reported by the South Carolina 
Board of Health! from July, 1945, to December, 1952, 


are as follows: 


1945-46 
1946-47 
1947-48 
1948-49 
1949-50 
1950-51 cases 
1951-52 cases 
1952 (last 6 months ) 10 cases 
At the South Carolina Public Health Hospital in 
Florence, S. C., there were in the 6 months period 
from July 1, 1948, to December 31, 1948, 9 cases of 
lymphogranuloma venereum; in the full year of 1949, 
13 cases; in the full year of 1950, 16 cases; and in the 
year 1951, 9 cases. The diagnosis at this hospital is 
“generally based on clinical findings, the therapeutic 
response to sulfonamide drugs, and the clinical and 
laboratory elimination of other veneral disease.”2 


5 cases 
cases 
cases 
cases 
cases 


These statistics have been presented in order to 
point out the relatively small number of cases that 
have been reported. Just how prevalent lymphogranu- 
loma venereum is in South Carolina, is not known. 
Most physicians will agree, however, that there were 
many more cases of lymphogranuloma venereum than 
were reported. 


Lymphogranuloma venereum is an infectious dis- 
ease caused by a virus and transmitted venerally. The 
virus enters the body through the skin or mucous 
membranes of the external genitalia or anorectal 
region. Often, there appears a small herpetiform or 
ulcerating lesion of short duration at the site of 
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entrance. The incubation period is considered to be 
from 5 days to 2 weeks. 

There are many clinical ‘Manifestations of the dis- 
ease, some acute, some chronic. There are the ano- 
rectal syndrome of proctitis and rectal stricture, 
adenitis (the bubo), the genital form, esthiomene 
(elephantiasis of the vulva), meningeal infection, 
ocular infection, and arthritis. Of these clinical forms 
of lymphogranuloma venereum, the anorectal lesions 
are the most important. 

The diagnosis of lymphogranuloma venereum is 
suggested from the clinical characteristics and con- 
firmed by the intradermal Frei test and/or the com- 
plement-fixation test. 


Most cases of lymphogranuloma venereum have 
been found among the underpriviledged peoples. 
Nearly all of the cases of lymphogranuloma venereum 
at Roper Hospital and the surgical clinic were 
Negroes. Almost all of the cases of anorectal lesions 
of lymphogranuloma venereum were found in Negro 
women. 


There are four factors that characterize the ano- 
rectal lesions of lymphogranuloma venereum and 
make for their special significance: (1) chronicity, 
(2) infectiousness, (3) insidiousness, and, (4) threat 
to life. The great chronicity of the rectal strictures is 
well known. The infectious nature of the rectal lesion 
of lymphogranuloma venereum is not often considered. 
It should be pointed out, however, that in biopsies 
obtained from the rectal lesion, the virus has been 
isolated and identified. Most often, the patient does 
not realize she has the disease until advanced 
structural changes have taken place in the rectal wall. 
The disease process may lead to considerable local 
deformity, to complete closure of the rectal lumen, 
and, sometimes, to death. 

The initial change is a reddened friable mucosa 
which bleeds easily. At the time, the patient might 
notice the presence of blood in the stools. Later, the 
granulation process replaces the mucosa. Bacterial in- 
fection and the pyogenic property of the virus causes 
the anal discharge to be purulent. At this stage of 
proctitis, the patient may complain of mucus and pus 
in the stools and, sometimes, of pruritus ani. The 
granulomatous process progresses to involve all layers 
of the rectal wall—mucosa, submucosa, and tunica— 
and the adjacent perirectal tissues. Often, there results 
a more or less complete loss of normal histology of the 
rectum and its replacement with a hard, thickened, 
dense, scarred mass. The contraction of the fibrous 
components of the granulation tissue produces the 
narrowing of the rectal lumen which may be partial 
or complete. When the rectal lumen is partially nar- 
rowed, it is termed a stricture; when the lumen is 
completely narrowed, it is termed a stenosis. As the 
size of the lumen diminishes, the patient develops, 
slowly but progressively, increasing difficulty in 
defecation. While this is a slow and gradual process, 
it is typical of the insidiousness of lymphogranuloma 
venereum. There are times when fistulous tracts are 
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formed to further complicate the situation and to pro- 
duce perirectal abscesses, anal fistulae, and recto- 
vaginal fistulae. 


In order to bring out certain significant features of 
anorectal lymphogranuloma venereum, abstracts of 
some of the cases from the Roper Hospital and the 
Medical College Surgical Clinic are presented. These 
cases illustrate some of the serious complications that 
results from anorectal lymphogranuloma venereum. 


Case 1. Roper No. 32979. Intestinal obstruction due 
to rectal stricture. 


B. G. a 48 year old Negro woman was admitted 
with vomiting, severe abdominal pains, and ab- 
dominal swelling. On admission her general condition 
was poor; i. e., she was acutely ill and dehydrated, 
and in shock. The abdomen was distended and there 
was an absence of peristalsis. Rectal examination re- 
vealed a stricture which would not admit the little 
finger. She died 13% hours after admission. 


Case 2. Roper No. 24013. Rectal stricture treated 
with sigmoid colostomy; another stricture developed 
proximal to this colostomy. 


M. L. G. a Negro woman of 37 years of age was 
admitted to Roper Hospital with a history of rectal 
stricture for at least 6 years. During this time she was 
treated for a recto-vaginal fistula and intestinal ob- 
struction. A sigmoid colostomy was performed. The 
granulomatous process, however, produced a second 
stricture in the descending colon, proximal to the sig- 
moid colostomy, and causing intestinal obstruction 
with downhill course to death due to peritonitis. The 
gross findings of the abdomen are of interest; the 
following is quoted from the autopsy record: 


“The transverse colon is buried in a dense mass 
of thickened and inflamed omental tissue. In the 
sigmoid area the wall of the colon gradually 
thickens and the lumen is reduced to approxi- 
mately 1.5 cm. in greatest circumference at 
which point the colon terminates in a dense 
fibrous mass in the area of the lower quadrant. 
Distal to a point which appears to have been a 
colostomy opening the mucosal lined lumen is 
evident for a distance of approximately 3 cm. 
after which there is no evidence of a mucosal 
lined tract in the remaining recto-sigmoid region. 
Repeated sections in this area reveals a_ thick 
solid fibrous cord of tissue surrounded by a dense 
zone of adherent fibro-fatty tissue. There is no 
evidence of a definite source of peritonitis.” 


Case 3. Roper No. 28199. Stricture of rectum rup- 
tured from bougie dilatation: 


The patient S. R. was a 38 year old Negro woman 
who had a rectal stricture for at least 6 years. She 
complained of rectal pain, constipation, and purulent 
and fecal seepage from the anus. At the clinic she was 
treated with weekly bougie dilatations. One day, after 
a bougie dilatation she complained of abdominal pains 
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which gradually increased in severity. During the 
night she went to the emergency room and was ad- 
mitted to the hospital. She died eleven hours after 
admission. At autopsy, there was an acute generalized 
peritonitis with extensive soiling of the peritoneum 
with fecal matter caused by a round hole with ever- 
sion of the mucosa in the rectum. 


Case 4. Roper No. 43418. Epidermoid carcinoma 
appearing at site of rectal stricture. 


M. M. a 35 year old Negro woman was admitted 
to Roper Hospital from the «Cancer Clinic with a 
6 year history of rectal stricture treated with dilatation 
and mineral oil. For several months prior to admission 
she had bleeding and increasing difficulty in 
defecating. Biopsy of the rectal lesion was reported 
“epidermoid carcinoma.” An abdomino-perineal re- 
section was performed and the patient made a 
satisfactory recovery. She died 18 months after opera- 
tion. 


The progress note of the surgical resident when the 
biopsy report was made is noteworthy: “What has 
been for a long time assumed to be a benign stricture 
turns out to be a carcinoma. Dilatations she has been 
getting were certainly not helpful.” The clinic chart 
of this patient showed, however, that 15 months be- 
fore admission she was scheduled for a rectal biopsy 
but failed to keep her appointment. 


Case 5. Roper No. 45550. Death from inanition 
associated with rectal stricture. 


The patient C. E., a Negro woman of 38 years, 
stated that her diarrhea began about one year prior 
to admission to the medical ward of Roper Hospital. 
There were bouts of diarrhea with periods of re- 
mission. She became progressively weaker and de- 
veloped swelling of her extremities, vulva and face. 
On admission she was in a weakened condition. Rectal 
examination revealed a rectal stricture with consider- 
able perirectal fibrosis. Frei test was strongly positive. 
After extensive work-up, in spite of various sup- 
portive measures she had a downhill course to death, 
67 days after admission. The clinical cause of death 
as recorded on the chart was “Inanition associated 
with lymphogranuloma venereum.” No autopsy was 
obtained. 


Case 6. Roper No. 19675. Treatment associated 
with numerous and lengthy hospital admissions. 


The patient R. B. J., a 31 year old Negro woman, 
was first admitted in 1943 to Roper Hospital with 
a rectal stricture. During the next 4 years, the hospital 
records show that she had 26 different hospital ad- 
missions of which 20 were “in and out” the same day 
for rectal dilatations. Her 6 other hospital admissions 
totalled 171 days. She was treated for intestinal ob- 
struction due to her rectal stricture. A colostomy was 
performed; later she developed intestinal obstruction 
due to adhesions. After repeated dilatations the 
colostomy was closed. This case is mentioned to 
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emphasize the economic factors in the treatment of 
some cases of rectal strictures of lymphogranuloma 
venereum. 


At the present time, the drugs used in the treatment 
of lymphogranuloma venereum are aureomycin, 
chloramphenicol, and terramycin. Formerly, a multi- 
tude of preparations were used which meant that no 
one drug was satisfactory. 


In the surgical clinic of the Medical College of 
South Carolina, aureomycin, chloramphenicol, and 
terramycin have been used for many years. Observa- 
tions on the use of these antibiotics have been pre- 
sented in detail in other reports from this clinic.3, 4, 5 


Before beginning treatment of a rectal stricture, it 
is of paramount importance to secure a biopsy. This 
is mandatory in order to rule out malignancy. 


In cases of rectal strictures of lymphogranuloma 
venereum the use of suitable antibiotic therapy almost 
always produces subjective improvement within a 
week. The objective improvement is more difficult to 
evaluate. The rectal strictures of lymphogranuloma 
venereum have both an inflammatory and a fibrous 
component. It is highly improbable that the anti- 
biotic therapy would have any effect on scar tissue. 
By reducing the inflammatory element, the in- 
flammatory edema of the stricture is reduced thereby 
increasing the size of the lumen of the rectum. In 
time, the inflammatory granulation tissue tends to be 
replaced by scar tissue. 


During the investigation of the effectiveness aureo- 
mycin, chloramphenicol, and terramycin various dose 
schedules were tried. The best results were obtained 
by giving a dose of 250 mg., three to four times daily, 
making a total daily dose of 750 mg. to 1 gm. for 14 
to 21 days. Smaller doses and shorter courses were 
less effective and some patients had to be retreated. 
Because nearly all rectal strictures of this disease have 
some degree of inflammatory component, the above 
mentioned antibiotics should be tried. By using these 
newer drugs operative intervention may be postponed 
and often avoided. In general, the newer drugs are 
more effective in the early strictures, which have 
relatively more of an inflammatory than fibrous ele- 
ment. They are less effective in the older strictures 
which have relatively less inflammation and more 
fibrous component. 


Since using aureomycin, chloramphenicol, and 
terramycin the use of digital and bougie dilations have 
rarely been employed. The dilatations are not without 
risk and seem to produce more inflammation and 
hence more scar tissue in the stricture. 


Summary 


The importance and reported incidence of lympho- 
granuloma venereum in South Carolina have been 
discussed. Some clinical manifestations of the ano- 
rectal syndrome have been emphasized by illustrative 
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cases. Newer drugs used in the treatment of lympho- 
granuloma venereum have likewise been mentioned. 
It is hoped that this paper will: stimulate interest in 
lymphogranuloma venereum so that the disease will 
be more readily recognized, adequately treated, and 
perhaps eventually eradicated. 
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Cancer Of The Cecum-A Challenge 


Cari A. SWEATMAN, M. D. 
Columbia, S. C. 


The ominous significance of rectal bleeding as a 
possible sign of cancer of the gastro-intestinal tract 
is becoming information well dissiminated. As a re- 
sult of education and understanding on the part of 
patients, more early: cases of bleeding are reported. 
It is only when the physician and surgeon applies all 
the diagnostic facilities at his command that an ob- 
jective early diagnosis is to be made. 


The burden of proof is on us, as physicians and 
surgeons, to disprove the presence of a malignancy in 
a patient with a history of bleeding from the rectum. 
There is no rule of any value to help determine this, 
such as bright blood or old blood with clots, diarrhea 
alternating with constipation, pain or no pain. The 
plan to be followed should be a dogmatic one of 
inspection, digital, anoscopic, sigmoidoscopic and 
radiographic examination, in that order. A_ single 
enema (for adults) consisting of fleets phosphosoda 
four ounces, warm water four ounces and hydrogen 
peroxide one ounce, several hours prior to examina- 
tion is sufficient preparation for sigmoidoscopic ex- 
amination, although some prefer no preparation of 
the bowel. However, this will cause a spasm of the 
sigmoid and a complete evacuation of the lower bowel 
contents without disturbing or irritating any lesion 
within range of the sigmoidoscope nor effecting the 
appearance of the mucosa. If no lesion is found, then 
a radiological consultation should be requested, using 
ordinary barium enema studies and contrast air enema 
technique. 


It is generally agreed that most malignant lesions 
of the large bowel and rectum begin in a benign 
mucosal polyp. They may arise in any segment of 
colon or rectum. The significance of this statement 
is of utmost importance in that over 50% of these 
benign or precancerous lesions are asymptomatic 
until they are large enough to cause obstructive sym- 
ptoms. The most common sites of malignancy of the 
bowel, excluding the rectum, are pelvic colon and 
cecum and then in order of frequency the ascending 
colon, splenic flexure, and hepatic flexure.9 


The appearance varies with the mode of growth 
from: (1) A projecting tumor into the lumen or a 
fungating and cauliflower-like mass with rapid ulcera- 
tion and symptoms of toxemia (cecum). (2) An in- 


filtraticn type with an annular growth around the gut, 
poor in epithelial elements with abundance of fibrous 
tissue and resultant scirrhous type and ultimate con- 
tracture and stenosis of the lumen (usually in pelvic 
colon ). It is with this latter type symptoms of partial 
obstruction and fecal accumulation that causes 
enteritis and stercoral ulcers with subsequent attacks 
oi diarrhea which may alternate with constipation.9 


When we think back and refresh our memories as 
to the spread of these particular lesions, it behoves 
us all to become cognizant of the necessity of a 
thorough examination and accurate diagnosis even if 
it necessitates a laparotomy. The spread is slow, 
especially in the distal colon by (1) direct infiltration, 
(2) lymph stream, and (3) later by blood stream. 


The tumor cells, in direct infiltration, ‘first spread to 
the submucous coat, tending to encircle the bowel 
with a resultant annular form of cancer. Subsequently, 
they penetrate the muscular and the serous coat and 
appear on the surface. They may be sown over the 
peritoneum of the pelvis giving rise to secondary 
ovarian tumors of large size and/or become adherant 
to the bladder, small intestine and other adjacent 
structures.9 


These tumor cells do not pass quickly to the regional 
lymph nodes in the sigmoid and descending colon, 
because there is no absorption and the lymph nodes 
are few in number, so that cancer of this portion of 
the large bowel is a less malignant form of carcinoma. 
However, the cecum and ascending colon are con- 
cerned with absorption so there are numerous lymph 
vessels and nodes, necessitating wider resection in 
cancer with much greater danger of recurrence. The 
glands draining the proximal colon lie along the ileo- 
colic artery, those draining the distal colon are along 
the branches of the inferior mesenteric artery and the 
transverse colon drain into glands of the mesocolon. 
Blood spread occurs only in the end stages but may 
take place when the primary growth is still small by 
embolic phenomena. Metastasis occurs first to the 
liver owing to spread by the portal veins.9 

The cecum and rectum are two areas of the large 
bowel, which because of their capacity, are exceed- 
ingly difficult to demonstrate small or even moderately 
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large lesions. However, the technical simplicity of a 
sigmoidoscopic examination leaves only the cecum as 
the doubtful area. Lesions of the cecum are therefore 
usually diagnosed late. Every attempt should be made 
to diagnose them early because of the modes of 
metastasis and possible rapidity. Even moderately 
large lesions of the cecum fail to produce obstructive 
symptoms and are missed not infrequently bv the 
most competent radiologist. This may be explained 
on a fundamental hydraulic law, that if pressure is 
exerted through a narrow water-filled tube with a 
cross section of one square centimeter on a water- 
filled chamber with a cross section of one square 
meter, each square centimeter of the larger chamber 
will exert a pressure equal to that exerted by the water 
in the small tube. Physiologically, during the process 
of digestion the ileocolic valve opens rhythmically at 
frequent intervals and permits the ejection of about 
15 cc of fluid to enter the cecum. On the cecal side 
of the valve the fluid contents accumulate, even 
though the cecum may be filled by a considerable 
column of intestinal contents against the weight of 
this column. Thus, because of the consistency of these 
tumor masses of the cecum, the ileocecal junction 
would have to be almost completely obstructed before 
producing obstructive symptoms. 


Accumulated evidence indicates that polyps of the 
large intestine are forerunners of cancer, and that they 
are no respectors of age nor sex. The only diagnostic 
methods available for lesions of the colon beyond the 
reach of the sigmoidoscope are the barium enema and 
air contrast studies, which have generally been 
recognized as unsatisfactory to demonstrate small 
lesions in the descending or transverse colon, or even 
moderately large ones in. the cecum. This makes the 
lesions of the cecum seem almost immune to early 
definitive diagnosis. A thorough diagnostic survey 
and overall apprasial should be made frequently over 
a period of not more than three or four months. If the 
gastro-intestinal bleeding cannot be explained after 
this time, the abdomen should be explored surgically. 
The implication of this bleeding is far more serious 
to the patient than the surgical risk. 


I have selected four cases of malignancy of the 
cecum, seen within a period of one year, to illustrate 
this diagnostic problem. All of these cases present a 
similar complaint of uncertain, ill-defined, vague 
abdominal pain, over a period of months, with inter- 
mittent bleeding from the rectum, or no bleeding from 
the rectum, and no changes in bowel habits. 


Mr. E. J. V. aged 50 white male was admitted to 
the hospital 25 June, 1950, with chief complaint of 
pain in the abdomen. There had been lower abdominal 
pain for several days, but on day of admission the 
pain became localized in right lower quadrant, and 
became more severe associated with nausea and 
vomiting. His physician was consulted, and advised 
immediate hospitalization for acute appendicitis. For 
the past several years there had been vague abdominal 
pains rather difficult to localize, and there had been 
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associated occasional dark stools. There had been no 
change in bowel habits. The pertinent physical find- 
ings were confined to the abdomen. There was general- 
ized abdominal tenderness with marked muscle spasm 
and rebound pain over McBurney’s area. Rectal ex- 
amination was negative. Temperature 100.8. Labora- 
tory findings revealed a moderate leukocytosis with a 
hemoglobin of 62. Urine and repeated stool examina- 
tions were negative. 

A diagnosis of acute suppurative appendicitis was 
made and the patient was explored through a Mc- 
Burney incision approximately two hours after ad- 
mission. The cecum was found to be markedly en- 
larged, and approximately 10 to 12 cm in diameter. 
The tumor extended into the ileo-cecal orifice, and it 
was extremely friable. In the angle between the ileum 
and cecum there were numerous small lymph nodes. 
The appendix was densely adherant to the cecum. The 
diagnosis being obviously a carcinoma of the cecum, 
and because of the poor physical condition at this 
time, the abdomen was closed and the patient re- 
turned to bed to attain a more normal blood chemistry 
and fluid balance before performing radical surgery. 
It was interesting to note that a barium enema done 
eight days later was negative. 


On 8 July, 1950 the patient was re-operated through 
a right rectus incision and the cecum, ascending colon 
and approximately 20 cm of the ileum were resected, 
and the ileum was anastomosed to the transverse 
colon. 


Miscroscopic examination: The tumor is generally 
made up of tall columnar epithelial cells, are several 
layers thick, and in other places they form solid 
groups. The nuclei are large and vesicular. Mitotic 
figures are fairly numerous. There is very little fibrous 
stroma which is densely infiltrated by various types 
of leukocytes. In many places the tumor is necrotic. 


Diagnosis: Medullary adenocarcinoma of cecum 
with metastasis to one mesenteric lymph node. 


Convalescence was uneventful, and the patient was 
dismissed from the hospital 27 July, 1950. To-date 
he remains well with no evidence of a recurrence. 


Mrs. B. H. F. aged 56 white female was admitted 
to the hospital 15 March, 1951, with a complaint of 
low hemoglobin. For the past three weeks has had an 
upper respiratory infection. After having had a 
physical examination she was told that her hemo- 
globin was very low, and hospitalization was advised. 
For the past year has had intermittent attacks of 
“griping” abdominal pains with epigastric discomfort. 
There has been some symptoms referable to the gall 
bladder since September, 1950. She has had frequent 
physical examinations with x-ray studies of the intes- 
tinal tract and colon. X-ray examination revealed a 
solitary stone in the gall bladder in October, 1950. 
The last x-ray of the colon was in June, 1950. There 
has been no rectal bleeding or changes in bowel 
habits. She had previously had a hysterectomy and 
hemorrhoidectomy. 
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The pertinent physical findings were confined to 
the abdomen. Palpation revealed a somewhat tender 
mass in the right upper quadrant which was somewhat 
movable and apparently confined to the colon. Rectal 
examination was negative. 


Laboratory findings were essentially negative except 
a hemoglobin of 56. 


X-ray examination on 1 September, 1950 revealed 
a persistent filling defect in the cecum. The examina- 
tion, also, revealed considerable foreign material in 
the cecum, and the Radiologist requested cleansing 
enemas and a repeat barium enema. On 9 September, 
1950 x-ray examination of the colon after barium was 
negative. The defect previously noted was absent. The 
barium enema was again repeated 13 January, 1951, 
and revealed a small indentation at the head of the 
cecum which was soft, pliable and freely movable. It 
could be filled with pressure. A post evacuation film 
showed a slight widening of all the cecal mucosa. The 
Radiologist did not believe this to be an organic 
lesion. 


At operation 23 March, 1951, the cecum was found 
to be filled with a soft friable mass approximately 4 
cm in diameter. It appeared to arise from about 2/3 
the circumference of the wall including the base of 
the appendix. The adjacent adipose tissue contained 
numerous small lymph nodes. The cecum and ascend- 
ing colon and approximately 14 cm of the terminal 
ileum were restricted and the ileum was anastomosed 
to the transverse colon. Convalescence was uneventful 
and the patient was dismissed from the hospital 
5 April, 1951. 

Miscroscopic examination: The mass in the cecum 
is a malignant tumor. It is made up of tall columnar 
epithelial cells which are arranged about large gland- 
like spaces. The cells have considerable cytoplasm 
and moderately anaplastic nuclei which are situated 
at their bases. The gland-like spaces contain mucus 
and cellular debris. There is very little intervening 
tissue. This is densely infiltrated by round cells. In the 
mucosa of the ascending colon, there are considerable 
numbers of mononuclear leukocytes which are filled 
with granular brownish yellow pigment. The appendix 
is lined by tumor tissue similar to that in the cecum. 
Much of the tissue is necrotic, leaving large spaces 
filled with mucus. No tumor tissue is seen in the 
three largest lymph nodes. 

Diagnosis: Medullary adenocarcinoma of the cecum 
with extension to appendix. Melanosis of mucosa of 
ascending colon. 

To-date the patient continues to remain well and 
asymptomatic with no evidence of a recurrence. 

Mr. J. L. G. aged 35 white male was admitted to 
the hospital with chief complaint of pain in the ab- 
domen. For the past two months he had been feeling 
under par and had been having vague “uncertain 
feelings” in the abdomen. There was no actual pain 
and was unable to localize the area of abdominal dis- 
comfort. During the past several weeks the discomfort 
had been intermittently over the right lower quadrant. 
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On the day prior to admission there was definite pain 
and localization over the right lower quadrant asso- 
ciated with some nausea. 


The pertinent physical findings were confined to 
the abdomen. There was generalized abdominal 
tenderness with moderately severe muscle spasm over 
McBurney’s area and a definite mass was palpable. 
Digital rectal examination revealed a mass on the 
right which was tender to touch. There was no 
evidence of blood on the glove of the examining finger. 


Laboratory findings were essentially negative except 
that the blood chloride was 210 and hemoglobin 93. 
A scout film of the abdomen was negative. 


Pre-operative diagnosis was acute appendicitis, 
ruptured. 


Ou 9 April, 1951 the patient was explored through 
a McBurney incision. The serosa of the cecum and 
ileum was congested, thickened and fibrous. There 
was a mass on the posterior portion of the cecum ap- 
proximately 6 to 8 cm in diameter apparently in- 
circling the wall. The entire cecum was soft and 
friable and the mass apparently extends to the base of 
the appendix causing it to become obstructed. There 
were several small lymph nodes in the mesentery. The 
diagnosis of a malignancy was apparent, but because 
of the generally poor condition of the patient the 
2ppendix was removed high on the cecum (in hopes 
of obtaining a pathological diagnosis as to the type 
of tumor), the incision was closed and the patient 
was returned to bed and preparation began to con- 
dition the patient for resection. 


The pathological examination of sections taken 
through the base of the appendix did not reveal any 
tumor tissue. 


On 28 April, 1951 the ascending colon, cecum and 
16 cm of the terminal ileum were resected and the 
ileum was anastomosed to the transverse colon. 


Miscroscopic examination: The mass in the cecum 
is a malignant tumor, it is made up of tall columnar 
epithelial cells which are arranged in several layers 
about central gland-like spaces which vary greatly in 
size and shape. Their nuclei are moderately ana- 
plastic and mitotic figures are fairly numerous. On the 
surface the tumor had a papillary structure. There are 
occasional areas of necrosis and here there is dense 
polymorphonuclear leukocytic infiltration. Sections 
were taken from six lymph nodes which included the 
three largest. They are generally hyperplastic. No 
tumor tissue is seen in any of them. 


Diagnosis: Adenocarcinoma of cecum. 

The patient was dismissed from the hospital 12 
May, 1951. Convalescence was uneventful. To-date, 
seventeen months post-operatively, the patient is well 
and there is no evidence of recurrence. 

Mr. H. L. M. aged 43 white male was admitted to 
the hospital 3 January, 1951 complaining of having 
had dysentery for the past six to eight weeks with 
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from three to seven bowel movements each day. The 
stools were loose, and contained much mucus and 
bright blood, associated with cramping and abdominal 
pain. No time had been lost from work, however, he 
felt that he was becoming progressively weaker. 

Physical examination was essentially negative, ex- 
cept for a slight leukocytosis, and the stools were 
packed with R. B. C. and W. B. C. no parasites. 
Hemoglobin 84. 

Sigmoidoscopic examination and x-ray examination 
of the colon, after barium enema, were negative. 
Improvement was noted during this admission, and 
the dysentery checked. The patient was having one 
stool daily. He was advised to return in four months 
for re-examination. 


He was re-admitted to the hospital 13 November, 
1951 with acute abdominal pain. He arose at the 
usual hour the day of admission, and went to work, 
but noticed a soreness in the lower right abdomen. The 
pain seemed to become worse, and was accompanied 
by nausea with some epigastric discomfort but no 
vomiting. As the pain persisted, a local physician was 
consulted and hospitalization advised with a diag- 
nosis of an acute appendicitis. Between the two ad- 
missions there had been only a slight weight loss and 
the appetite was fair. Bowel movements had been 
normal wi> no more evidence of blood or mucus. 
The pertinent physical findings were confined to the 
abdomen. There was some tenderness over the entire 
abdomen, but extremely so over McBurney’s area 
with considerable muscle spasm, and definite rebound 
tenderness. There was an indefinite mass present ap- 
proximately the size of a lemon. Rectal examination 
suggested a mass on the right. There was no blood 
on the glove of the examining finger. 

Laboratory examination revealed W. B. C. 11,400 
with 86 polynuclear. Hemoglobin 70 (hemoglobin 84 
previous admission ). 

A pre-operative diagnosis was made of acute ap- 
pendicitis, probably ruptured. 


At operation a large suppurative appendix was 
found and a mass was felt in the cecum and ileocecal 
valve, and the cecum was extremely edematous and 
friable. There were several moderately large lymph 
glands in the mesentery. The cecum, ascending colon 
and approximately 15 cm. of the ileum were resected, 
anastomosing the ileum to the transverse colon. 


Miscroscopic examination: the section taken from 
the region of the ileocecal orifice is very extensively 
infiltrated by tumor tissue. The tumor is made up of 
very loosely arranged cells of moderate size. Fine 
processes can be seen connecting the cells. They have 
a moderate amount of cystoplasm and nuclei which 
are generally disproportionately large and vesicular. 
Mitotic figures are numerous and abnormal mitoses 
are occasionally seen. These cells lie in groups sepa- 
rated by a very small amount of delicate fibrous con- 
nective tissue and capillaries. There is no suggestion 
of any epithelial arrangement. The tumor is partly 
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ulcerated and is partly conversed by cecal mucosa. 
Two lymph nodes described grossly are composed 
entirely of tumor tissue. The tumor here is basically 
similar to that in the intestine but is better preserved. 
As a result of the preservation, the cells appear larger 
and polyhedral and more compactly arranged. Tumor 
giant cells are numerous particularly about the lymph 
node. The wall of the appendix is very densely in- 
filtrated by polymorphonuclear leukocytes. The 
mucosa is extensively necrotic; and the lumen contains 
purulent material. 

Diagnosis: Reticulu cell sarcoma of ileocecal 
junction. Metastasis of regional lymph nodes. Ap- 
pendicitis, acute suppurative. 

Convalescence was uneventful and the patient was 
dismissed from the hospital 28 November, 1951. As 
of this date the patient remains in good health and 
there is no evidence of recurrence. 


SUMMARY 


Every patient with rectal bleeding presents a diag- 
nostic problem. When rectal bleeding is dismissed 
(as hemorrhoids) or casually investigated with a 
barium enema, carcinoma of the cecum will be missed, 
if present. 


Four cases of carcinoma of the cecum presenting 
vague and difficult diagnostic problems have been 
presented with comments on the surgical treatment. 
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KENNETH M. LYNCH 


To Dr. Kenneth M. Lynch, teacher, investigator, 
and medical leader we extend our heartiest con- 
gratulations. 


At the recent Founders’ Day Banquet held in 
Charleston a portrait of Dr. Lynch was presented to 
the Medical College of South Carolina. The speech of 
presentation was made by Dr. Jack C. Norris of 
Atlanta and the portrait was accepted for the Medical 
College by Dr. John C. Cuttino, Dean. The portrait 
will be hung in the foyer of the new teaching hos- 
pital. 


The tribute to Dr. Lynch was well deserved. Many 
honors have come to him, but this one coming from 
those who know him best, his associates and former 
students, should touch him deeply. 


Dr. Lynch pioneered modern principles of the 
practice and teaching of pathology in South Carolina 
and was the first full time professor elected at the 
Medical College. His original work in protozoan 
parasitism, granuloma inguinale, and pulmonary dis- 
ease, and his numerous contributions to scientific 
literature have given him an international reputation 
in the field of pathology. Many medical organizations 
called upon him for leadership; he served as chairman 
of the Section of Pathology of the Southern Medical 
Association and of the American Medical Association; 
he served as Vice-President of the American Medical 
Association, President of the American Society of 
Clinical Pathologists, President of the American 
Society of Tropical Medicine, Director of the Ameri- 
can Cancer Society. In his own state he served as 
President of the South Carolina Medical Association, 
Chairman of the Executive Committee of the State 
Board of Health, Chairman of the State Cancer Com- 
mittee. At the Medical College of South Carolina, Dr. 
Lynch not only served as professor of Pathology but 
was also Dean from 1943 to 1948 and is now the 
President of the institution. Finally, Dr. Lynch was 
the architect and motivating spirit in the expansion 
program which began in 1945 and which is even now 
coming into being with the construction of the Medi- 
cal College Hospital, and with the promise of further 
buildings to come. 


The people of South Carolina have been fortunate 
and the physicians of South Carolina have been 
privileged to have Dr. Lynch as leader, counselor, 
and friend. 
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AVAILABILITY OF NURSING CARE 


How are we going to secure adequate nursing care 
for our patients? That question is being asked by 
many doctors and hospital administrators. And it is 
no idle question for in many sections of the country 
and in many hospitals the problem has become acute. 

The present trend in nursing education is to have 
the student nurse spend more and more time in the 
classroom and in conferences, leaving her less and 
less time to devote to the care of the patients in the 
hospitals. It then becomes imperative to furnish care 
through the medium of graduate nurses who are will- 
ing to do general duty—and the number of these 
appears to be inadequate—and through auxilliary 
aides (practical nurses, nursing aides, or vocational 
nurses). Since there is no national program for the 
training of these auxilliary aides, each hospital is left 
to train its own workers as best it can, and it involves 
an added expense to the hospital. 

As a result of all this, many hospitals—particularly 
the smaller hospitals—are finding it increasingly 
difficult if not impossible to secure adequate nursing 
care for their patients. 

This problem was brought up for consideration at 
the last meeting of the House of Delegates of the 
American Medical Association. Some might feel that 
ii is a question for the nurses to solve but when one 
realizes that the first concern of the physician is that 
of providing medical care—and that includes nursing 
care—for his patient, it can be seen that it is of vital 
concern to the doctor. 

A special committee was appointed to study the 
situation and to report back to the House of Delegates 
at its next meeting in June. Here are some of the 
questions which the committee was asked to study. 
How many nurses are there now available for giving 
nursing care to patients? How many are there in 
training? Is the number adequate? What effect is the 
present Accreditation Program for Schools of Nursing 
having upon schools now operating, particularly wpon 
the smaller schools? Would it be wise to advocate 
shortening the present time now required for the 
training of a nurse, and making provision for those 
who desired to spend further time in post-graduate 


study? If the answer to the problem is that of training 
auxilliary aides (practical nurses, nurses aides, voca- 
tional nurses), what state or national organization 
should sponsor the creation of such schools and estab- 
lish standards so that graduates from one school would 
be accepted in other hospitals? 

The problem is highly complex and much thought 
and study will be necessary to evolve a satisfactory 
solution. Since the editor is a member of this com- 
mittee he will welcome any ideas or suggestions which 
any member of this Association has to offer and will 
present them to the committee fer consideration. 


RURAL HEALTH CONFERENCE 

The eighth National Conference on Rural Health 
will be held in Roanoke, Va. February 27-28. 

This is the first time in recent years that a national 
conference, sponsored by the A.M.A., is being held 
in one of the southern states. It affords a privilege 
which our association should appreciate to the full 
and it is our hope that a goodly number of our mem- 
bers will attend. 


THE DOCTOR DRAFT 

There will shortly be a re-examination of certain 
physically disqualified physicians of Priority I and 
Priority Il, so that most of those physicians who carry 
on active professional careers in civilian life can be 
commissioned. This information comes from the 
National Advisory Committee. 

In the same communication, they asked that our 
local committees substantiate any recommendation of 
essentiality with strongly supported evidence of that 
essentiality. They also advised that any recommenda- 
tion of essentiality be for the shortest period of time 
possible. 

The State Selective Service has written the local 
boards requesting that cases of all Priority I and II 
men who have been deferred or who previously failed 
on a physical examination, is done because of the fact 
that it may become necessary to call upon the younger 
Priority HI physicians to fill current calls. 

The State Medical Advisory Committees have been 
asked by the National Committee to concentrate on 
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advising local boards as to the essentiality or avail- 
ability of those in the lower age brackets of Priority 
III. Those in the upper age brackets will also be re- 
viewed, but it is necessary to establish a pool of 
younger Priority IIIT men who are “examined and 
acceptable.” 

The draft call for January under Public Law 779 is 
for seven medical doctors, three dentists, and one 
veterinarian. South Carolina has only three Priority 
I I-A men and one Priority IJ I-A man to fill such a 
call for medical doctors. In all probabilities these four 
men will obtain commissions before being actually 
drafted. 

Information received by this office indicates that 
the draft of doctors will be stepped up during the 
next three months, over 500 physicians and 300 
dentists a month. By February local draft boards will 
have to start taking doctors who are not trained by 
government expense, says one source of our informa- 
tion. 

The Doctor Draft Law expires next July Ist, but 
will be extended according to all available informa- 
tion. What modifications it will have remains to be 
seen, 

Apparently Washington minds are attempting to 
ease the impact on older men and on areas with not 
enough doctors. 

Any information given out by this office is based 
on the latest information obtainable at this date. As 
conditions change rather rapidly, what may be true 
today may be changed within two or three weeks. 

FRANK C. OWENS, MD, Chairman 
S. C. Medical Advisory Com. 


to Selective Service 


FROM THE DAILY PRESS 


(From The Hartsville Messenger) Our Local Doctors 
(From The Charleston Evening Post) “Doc Frampton 


Day” 
(From The Charleston News and Courier) Negro 
Physicians 


(From The Sumter Daily Item) Woman of the Week 
(From The Columbia State) S. C. Group Studying 
Hospital Care for the Indigent Meets 
OUR LOCAL DOCTORS 
From time to time, we point out the criticisms of 
prominent men in the medical field, just as we do 
those of prominent members of all professions. Re- 
cently, one of the country’s leading family doctors 
criticized the trend toward specialization and ex- 
pressed the belief that what this country needed was 
more old-time doctors, who took the time to know 
their patients, their families and understood their 
emotional problems, as well as their physical ones. 
We are glad to say that, in Hartsville, we believe 
our doctors have not fallen in with, the modern trend 
to an objectionable extent. The charities and kind- 
nesses performed by doctors in the local area should 
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be pointed out in this connection. Many a little child, 
or poor family, which could not afford proper medical 
attention, has been treated free by local doctors. Little 
publicity is given these events but many doctors in 
this area are performing such humanitarian services 
daily. 

The doctors in any community can render services 
which are not second to those of any other group. It 
can even be said that the spirit prevailing in the medi- 
cal fraternity in any community has a major influence 
on the entire life and future of that community. 

In Hartsville we are blessed with above-average 
ability and many kind hearts in the medical profession 
and this is one of our greatest blessings. 


‘DOC FRAMPTON DAY’ 


This newspaper adds its voice to the chorus of 
felicitations which honored Mount Pleasant’s beloved 
physician, Dr. James Frampton, on the occasion of his 
80th birthday anniversary. 

Wednesday was a day-long tribute by the com- 
munity and other friends to the veteran practitioner 
of the healing art. Officialdom and a throng of citi- 
zens, white and colored, in all walks of life, trooped 
to his home to let Doc Frampton, as he is 
affectionately known, know just how they felt about 
him. 

For 56 years Dr. Frampton has ministered to the 
ailing of his section, the sick and needy of Mount 
Pleasant and neighboring localities. Among those who 
turned out were many of the more than one thousand 
over whose births he had presided. 

“Doc Frampton Day” had been proclaimed by the 
Mayor of Mount Pleasant, Francis F. Coleman, by 
way of officially honoring the physician who had 
praciiced medicine continuously for 56 years there. 
The proclamation stressed the fact that he had served 
the area without regard to hardships and _in- 
conveniences, which never daunted him. In _ his 
career he has exemplified the finest in the “family 
doctor” traditions. It is not given to many to live so 
useful a life, and to carry on a high mission for so 
many years. May he have many more happy birth- 
days. 


NEGRO PHYSICIANS 


The admission of five Negro physicians to the 
Charleston County Medical Society qualifies them also 
for membership in the South Carolina Medical Asso- 
ciation. Charleston County thus has pioneered a path 
we hope other counties will follow. Membership in a 
county medical society is recognition of the profes- 
sional qualifications of a doctor. It also has a sort of 
police power against quacks and unethical practi- 
tioners. The improvement of medical standards is 
important for Negro patients. And the encouragement 
of Negro doctors will help keep qualified physicians 
at home to practice among their people instead of 
seeking distant fields. 
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WOMAN OF THE WEEK 


Dr. Sophia Brunson has been actively engaged in 
the practice of medicine for more than fifty years, 
having been one of the first woman doctors in the 
South. Born Sophia Boatwright in Louisiana of South 
Carolina parents, she was reared in Ridge Springs, 
and received her early education from governesses 
and private schools. Married to the former Rev. John 
A. Brunson, pastor of Grace Baptist Church for twenty- 
five years, she spent three years in the 1890's in 
Japan. Rev. Brunson being one of the first Southern 
Baptist missionaries to go to that country. Upon their 
return to this country, he had a pastorate in Nebraska, 
and Dr. Brunson decided that her means of helping 
those less fortunate than herself would be to become 
a doctor. She took pre-med at the University of 
Nebraska and received her medical degree from the 
Ohio State University in 1902. Since that time, she 
has been practicing. 


For many years she had a large general practice in 
Orangeburg and Calhoun Counties, answering calls 
night and day, serving with no regard as to race or 
financial status. Among the older colored folk, there 
was a saying “If Dr. Brunson can’t help you, send for 
Dr. Jesus.” In her work she has encountered both 
pathetic and humorous situations. She once performed 
an operation on a patient in a cabin, the roof of 
which was ablaze, but upon learning of the fire, she 
calmly finished the operation and then set about seeing 
that the fire was extinguished. On another occasion, 
called to attend a man who had been slashed with a 
knife, she admits that when she got through with 
him, he looked like a chenille bedspread, but he lived 
to brag about his crosswork stitches. 


Since coming to Sumter in 1916, Dr. Brunson has 
confined her practice chiefly to special work—physio- 
therapy, which is the treatment of chronic diseases 
and restoring the use of limbs after breaks. She re- 
ceived her training in this work at the Battle Creek 
Sanitarium, and has taken post-graduate courses and 
attended clinics in that connection. Her column, 
“Health and Beauty” appeared for years not only in 
the local paper, but also throughout the United States 
through a syndicate. She has traveled and lectured 
extensively in connection with her work, and “pinched- 
hit” for prominent doctors in the field of physiotherapy. 
In 1921, she served as president of the Sumter County 
Medical Society. She originally specialized in ob- 
stetrics, and can boast of never having lost a baby or 
a mother—so, decided to stop while she had a perfect 
record, 


Miss Sophia Brunson, makes her home with her 


mother, at 343 W. Liberty St. Our Woman of The 


Nowadays hospital facilities are necessary for full 
medical practice. Progress along this line may be 
hastened by the Charleston County Medical Society's 
recent action, 
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Week enjoys reading, and making use of her “green 
thumb.” 

Her regard for her fellow man and her earnest de- 
sire to be of service to all who need help have en- 
deared Dr. Sophia Brunson to a host of friends. 


SOUTH CAROLINA GROUP STUDYING 
HOSPITAL CARE FOR THE INDIGENT 
MEETS 


A public service committee appointed by Gov. James 
F. Byrnes to supervise a study of hospital care for the 
indigent throughout South Carolina held its organiza- 
tional meeting yesterday morning. 

Known as the South Carolina Hospital Care Study 
Committee, the group met at the Hotel Wade Hamp- 
ton. 

During yesterday's conference, the committee 
authorized the publication of a brochure outlining the 
purposes and scope of the program and studied a 
proposed survey questionnaire which will be sent to 
hospitals throughout the state. The questionnaire will 
seek necessary information about patients who are 
unable to pay their hospital expenses. 

Among the specific problems covered by the survey 
are the meaning of indigency as applied to hospital 
care, the sources, methods and amounts of present 
payment for such care, the sources of funds from which 
the payments derive and the possibility of a prepay- 
ment insurance plan to care for the medically indigent. 
The group also plans to ascertain the benefits of out- 
patients care and preventative services from both the 
financial and the public health standpoints. 

George A. Buchanan, editor of The Columbia 
Record, is chairman of the committee. A. Preston Nis- 
bet, administrator of the Toumey Hospital in Sumter 
and_ president-elect of the South Carolina Hospital 
Association, and Dr. L. P. Thackston, president of the 
South Carolina Medical Association, will serve as 
vice chairman, with James M. Daniel, administrator 
of the Columbia Hospital, as treasurer. 

P. A. Hodges, Jr. of Columbia, secretary-treasurer 
of the State Hospital Association, has been named 
fiscal agent of the committee. 

Other members of the committee include James L. 
Rogers, administrator of the Spartanburg General Hos- 
pital; Miss Ruth Chamberlain, director of nursing of 
the State Medical College in Charleston; Dr. James 
R. Siau, a Georgetown physician; J. C. Self, Green- 
wood industrialist, and Arthur Rivers, director of the 
State Public Welfare Department. 

Charles H. Franzel was selected by the committee 
to conduct the actual survey. Mr. Franzel directed a 
similar survey in North Carolina by the national com- 
mittee on financing hospital care. He will have his 
headquarters in the Columbia Hospital during the 
survey. The survey should be completed in six months, 
the committee anticipates. 

Assisting the group in making the survey will be 

the hospital section of Duke Endowment in Charlotte, 
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which distributes payments for indigent patients in 
both Carolinas. 

“We are also getting the cooperation of the South 
Carolina Public Welfare Commission, the State Board 
of Health and the South Carolina Medical Association, 
and are soliciting the cooperation of other groups 
and organizations interested in one or more phases of 
the problem,” Chairman Buchanan said. 

Results of the study and other pertinent findings 
of the committee will be presented to the governor 
at the completion of the survey early this summer. 


DEATHS 


J. A. SASSER 


Dr. James Archibald Sasser, 55, physician and 
surgeon of Conway, died at his home on January 3 
after an illness of several weeks. 

A native of Horry County, Dr. Sasser received his 
medical education at the Medical College of South 
Carolina (class of 1924). Following post graduate 
study, he opened his offices in Conway where he lived 
until his death. At first he did general practice but 
as the years went by he devoted more and more of 
his time to surgery alone. 

“Dr. Archie” as he was affectionately known was 
both a hard working physician and a community 
leader. In addition to his heavy practice he found 
time to serve as president of the Conway Chamber of 
Commerce, area director of the Boy Scouts, trustee 
of the Conway schools, and as a member of the board 
of stewards of the Conway Methodist Church. He was 
admired and loved by those who knew him, as was 
attested by the great number who came to pay their 
respects at his funeral. 

Dr. Sasser is survived by his widow, the former 
Miss Martha Dyches, and four sons. 


JAMES CROSSON 


Dr. James Crosson, 86, died at his home in Leesville 
on Jan. 5 after a long illness. 

A native of Newberry County, Dr. Crosson received 
his education at the Univ. of Tenn. Medical School 
(class of 1905). Soon after graduation he located at 
Leesville where he carried on a general practice until 
his retirement several years ago. In addition to his 
medical work, Dr. Crosson also served for a time on 
the city council and was for many years chairman of 
the board of health. 

Dr. Crosson is survived by his widow, the former 
Miss Josephine Copeland. 


NEWS ITEMS 


A portrait of the late Dr. N. B. Heyward was un- 
veiled in the Lily Hardin Nurses Home of the Baptist 
Hospital in Columbia on November 25. Funds for the 
portrait were secured from friends of Dr. Heyward 
and the presentation was made by Dr. Weston Cook. 
It was accepted for the hospital by Rev. W. M. 
Whiteside, superintendent. 

Dr. Heyward served for many years as Secretary 
of the S. C. State Board of Medical Examiners, and 
also for two years as Secretary of the S. C. Medical 
Association. 
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Dr. Robert W. Houseal, a native of Newberry 
where he practiced medicine from 1924 to 1942, has 
been named Chief of Professional Services at the 
Veterans’ Hospital in Columbia. 

Dr. Roy P. Finney, Jr., son of Dr. Roy Finney of 
Spartanburg, has been granted a $3,600 fellowship by 
the National Cancer Institute. He is now serving his 
internship at the Brady Institute, Johns Hopkins Hos- 
pital, and will carry on his research there. 


Dr. J. F. McLaughlin has opened offices for the 
practice of medicine in Ehrhardt. 


As a token of appreciation for his long and efficient 
service in Greenville, Dr. Frank Kitchen was presented 
with a deep freeze unit at a banquet tendered by 
dairymen from the upper part of the state. The 
presentation was made by Mr. J. K. Earle, pioneer 
dairyman of Greenville County. Dr. Kitchen recently 
retired as Greenville city health officer. 


Dr. J. A. Fort of North was honored on his 75th 
birthday by a surprise party given by the Men’s Bible 
Class of the North Methodist Church. Dr. Fort is 


teacher of the class. 


After forty years as a general practitioner in Dublin, 
Ga., and several years of retirement, Dr. W. C. Thomp- 
son has resumed his practice again—this time in the 
Flat Rock community of Anderson county. 


Dr. A. C. Magee who has been practicing in Cheraw 
for the past year has been recalled to active duty 
with the United States Air Corps. 


Dr. Clyde Higgins, Jr., has received his discharge 
from the U. S. Navy and has resumed practice in 
Easley. 


Dr. Harry L. Tuten of Orangeburg has been certi- 
fied by the American Board of Surgery. 


Dr. H. Neils Wessel has opened offices in Green- 
wood. His practice will be limited to urology. 


Dr. Clarence W. Legerton is now associated with 
Dr. R. Cathcart Smith in Conway, in the practice of 
internal medicine. 


The Christie Pediatric Group has been organized 
recently in Greenville. The members of this group are 
Drs. R. C. Brownlee, W. R. DeLoache, H. P. Jackson, 
and W. B. Mills. 


Dr. Sam Fisher of Greenville was home on leave 
recently. He hopes to be released from service in 
April 1953. 


Dr. W. H. (Harry) Muller, a native of Dillon, was 
selected as one of the ten outstanding men of 1952 
by the U. S. Junior Chamber of Commerce, for his 
work in cardiology and cardiac surgery. Dr. Muller is 
now serving as associate professor of medicine at 


UCLA Medical School. 


The faculty of the School of Medicine of the Univer- 
sity of North Carolina School of Medicine announces 
the first postgraduate medical course to be given at 
the new North Carolina Memorial Hospital in Chapel 
Hill. This wil! be a 3 day intensive program on Diag- 
nostic and Therapeutic Measures Applicable to Office 
Practice, March 4, 5, and 6, 1953. 

Interested physicians may secure detailed informa- 
tion regarding this course by writing Doctor W. P. 
Richardson, Assistant Dean for Constitution Educa- 
tion, University North Carolina School of Medicine, 
Chapel Hill, N. C. 
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MEDICAL AUXILIARY AND ARMY 
DOCTORS’ WIVES MEET JOINTLY 

The wives of medical personnel at Fort Jackson 
and members of the Woman’s Auxiliary to the Col- 
umbia Medical Society held a joint luncheon meeting 
at the American Legion Hut Officers Club at Fort 
Jackson, Tuesday. Mrs. Kermit Gates of Fort Jackson 
presided at the luncheon and assisted in welcoming 
about 150 guests to a short social period preceding the 
luuncheon. 

Dr. W. M. Bryan, Jr., the guest speaker, talked on 
“The American Way.” In comparing the American 
form of government with that of Communist govern- 
ments he presented facts and figures on small charts 
which added to his interesting and well presented 
topic. 

_ with Doctor Bryan was Dr. R. Wilson Ball, 
member of the Medical Society advisory committee to 
the auxiliary. 

Mrs. Weston Cook, president of the Columbia 
auxiliary presided at the regular business meeting 
held before the luncheon. Mrs. Cook outlined a full 
program of activities for the remainder of the year. 

January 20 will be Blood Donor Day for Doctors’ 
wives at the Blood Bank Center. 

Mrs. William Morehouse, chairman of the nurse 
recruitment committee, announced a tea to be held 
February 5 at the Columbia Hospital Nurses Home 
for high school students interested in the nursing 
profession. 

Mrs. Pierre LaBorde, program chairman, stated that 
the auxiliary March meeting would be a luncheon 
meeting at the Jefferson Hotel. Mrs. W. O. Whetsell 
of Orangeburg and state president of the auxiliaries, 
will be honor guest. The May meeting will be a 
morning tea to be held at the home of Mrs. R. B. Dur- 
ham, Route 2, West Columbia. 

Doctors Day will be celebrated this year on March 
28 and plans are being completed to honor their local 
doctors as is done annually - all auxiliaries. 


WOMAN’S AUXILIARY TO THE 
COLUMBIA MEDICAL SOCIETY COMPLETES 
PLANS FOR THEIR NURSE RECRUITMENT 

PROGRAM 
The nurse recruitment committee of the Woman's 
Auxiliary to the Columbia Medical Society, of which 
Mrs. W. A. Morehouse is chairman, has completed 


plans for the Auxiliary’s sponsorship of nurse recruit- 
ment. Future nurses clubs are being organized in all 
high schools in and near Columbia. For their benefit 
nursing films will be shown in the schools and a local 
student nurse will be present to give additional in- 
formation. 

During the first week in February the program will 
be given publicity by window displays in local stores, 
and drug stores have volunteered to give it advertising 
space in the newspapers. Two programs have been 
arranged for radio production over WIS broadcasting 
station. The week’s activity will culminate in a con- 
ducted tour of Columbia Hospital followed by a tea 
at the nurses’ home. 

Those assisting Mrs. Morehouse on the committee 
are, Mrs. W. A. Hart, Mrs. Roy Smarr, and Mrs. Fred 
Fellers. 


MISS SOUTH CAROLINA STUDENT NURSE 
TO BE SELECTED FROM SENIOR GROUP; 
CASH AWARD AND TOUR TO WINNER 


The South Carolina Hospital Association has ap- 
pointed a committee on Student Nurse Recruitment 
which plans to select “Miss South Carolina Student 
Nurse.” This program is aimed at interesting more 
young women in the profession of nursing. 


There are thirteen schools of Nursing in our state; 
one senior student will be selected from each school 
on the basis of grades, speaking ability, appearance 
and personality. The winners on the local level will 
then meet in Columbia, South Carolina, at the Wade 
Hampton Hotel on March 20, 1953 in order that the 
finals be completed in selecting the winner. 


“Miss South Carolina Student Nurse” will then tour 
our state on speaking schedules arranged by The 
South Carolina Hospital Service Plan under the 
direction of the Director of Public Relations, Mrs. 
Lucile Fouche. Mrs. Fouche will also chaperone this 
statewide tour which begins in early April. 

The funds of $1500.00 for this program have been 
donated equally by the South Carolina Hospital Serv- 
ice Plan; the South Carolina Hospital Association and 
Blue Shield—the professional plan of Blue Cross. The 
winner will receive a cash award of $500.00. 


THE TEN POINT PROGRAM 


M. L. MEADORS., DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


BLUE SHIELD 
THE SUBSCRIBER’S CONTRACT 
(Fourth in a series of articles) 

Paragraph B, Section 1, of the subscription agree- 
ment states: “Surgical services shall include operative 
and/or cutting procedures for the treatment of dis- 
eases, injuries, fractures and dislocations rendered by 
a Participating Physician in a hospital, clinic or doc- 
tor’s office.” Although the requirement that treatment 


be rendered in either the doctor's office or a hospital 
may impose a hardship in an occasional case, it is a 
wise provision that cannot be deviated from. From the 
standpoint of the subscriber, he can and will usually 
receive more efficient treatment in the doctor’s office 
or in the hospital than can be given him in the home. 
From the standpoint of the participating physician, 
service can be rendered in his office or in the hospital 
with less expense of time and effort than if he attends 
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Dramamine 
Vertigo 


The remarkable relief afforded by Dramamine 
in motion sickness has led to studies of its pos- 
sible value in allied conditions. 

Dramamine apparently depresses hyperstim- 
ulation of the vestibular apparatus. Thus it is 
an effective means of relieving the nausea and 
vertigo which characterize dysfunctions of the 


middle ear. 


Accepted Uses for 
Dramamine 


(BRAND OF DIMENHYDRINATE) 


MOTION SICKNESS 


NAUSEA and VOMITING associated with 
pregnancy 
drugs (certain antibiotics, etc.) 
electroshock therapy 
narcotization 


VESTIBULAR DYSFUNCTION associated with 
streptomycin therapy 


VERTIGO in 


Méniére’'s syndrome 
hypertensive disease 
fenestration procedures 
labyrinthitis 

radiation sickness 


SEARLE Research in the Service of Medicine 


> 
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the patient in the home. Our fees are minimal, 
especially for minor injuries, less serious fractures and 
tissue infections, and it would be expecting too much 
of the doctor to pay house calls and institute home 
treatment for the fees which are allowed. From the 
standpoint of the Plan, it would be at the mercy of 
the inconsiderate patient who could demand a call 
without real cause. 


Paragraph D, Section 1, of the subscription agree- 
ment for medic.J-surgical subscribers limits covered 
medical treatment to patients admitted as in-patients 
to hospitals. Coverage begins on the third day of such 
treatment. Payment is on a per diem basis, but is re- 
stricted to those days upon which the patient is visited 
by the doctor (exclusive of the first two days of hos- 
pital care.) However, it should be noted that the fee 
is not on a per call basis, and there is no increase in 
the payments in cases where the patient is visited 
more than once in a single day. It should be borne in 
mind that although payment in these cases is at a 
fixed figure per day, no effort is made to fix the fee 
that the physician may charge for his visits. Income 
limits of subscribers have no bearing on the fees paid 
by the Plan and impose no restrictions on the fees to 
be charged by the participating physician. The agree- 
ment states first that “For medical services (to hos- 
pitalized patients and beginning on the third day of 
such hospitalization) the Plan will pay the Partici- 
pating Physician his regular charge, but not to exceed 
four dollars ($4.00) per day for each day on which 
the physician visited the subscriber in the hospital . . . 
The income limit feature as described above (Section 
3, paragraphs A and B) applies only to surgical and 
obstetrical services, and not to medical, x-ray or anes- 
thetic services as defined herein.” 


Paragraph D, Section 1, of the medical-surgical 
agreement states: “No payment shall be made by the 
Plan for both medical and surgical services during 
any one hospital admission or for both medical and 
obstetrical services during any one hospital admission.” 
Cases have avisen where the application of these re- 
strictions has been somewhat confusing and difficult. 
An effort has been made to apply the following gen- 
eral principles to fixing fees in cases where the case is 
predominantly medical but requires minor surgical 
procedures and in cases where the chief condition is 
surgical, but with complicating medical aspects. First, 
medical coverage is limited to subscribers having 
medical-surgical agreements. In cases where both 
medical and surgical treatment are required, that de- 
manding the greater fee is the one determining the 
fee allowed. That is, if the fee for hospital medical 
care, figured on a per diem basis is greater than that 
allowed for the surgical procedure, the fee paid is 
that for medical care. However, there are several ex- 
ceptions to this principle as are indicated in the fee 
schedule. Where certain surgical procedures are car- 
ried out by a physician other than the medical at- 
tendant, then the Plan will pay such other physician 
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the allowed fee for those procedures. Examples of 
these are: paracentesis, thoracentesis, tracheotomy, in- 
cision of intercurrent boils and abscesses, evacuation 
of external thrombotic piles, etc. However, where they 
are carried out by the medical attendant himself, they 
demand no extra fee. 


Medical care by other than the operating surgeon 
for medical complications which exist or arise demands 
a fee in no case except in patients having medical 
coverage. In cases so covered, the Plan will give them 
individual consideration. However, in most cases, 
such claims will be disallowed in conformity with the 
provision quoted above. 


If a medical case becomes major surgical, during 
hospital treatment, medical benefits stop on the date 
of operation, and from there on, only the surgical fee 
will apply. That fact does not necessarily mean that 
the medical attendant will withdraw from the case 
and will be entitled to no further fee. It means in- 
stead that further benefits to which the patient, as a 
member of the Plan, is entitled will be paid to the 
surgeon, rather than to the physician. 


Benefits for x-ray examinations are restricted to 
accident cases treated in the doctor’s office or in the 
out-patient department of a hospital and are limited 
to $15 per case. Here again no restriction is intended 
upon either the number of or the fees charged for 
x-ray examinations. The Plan pays $15 and the patient 
is responsible for fees in excess of that figure, should 
there be such. 


Similar principles apply to anesthetic charges. The 
anesthetic benefit is limited to medical-surgical sub- 
scribers. It is also limited to a maximum of $15 per 
hospital admission, and further, the fee is not paid 
in cases where the operating surgeon personally gives 
spinal or local anesthesia, nor where hospital em- 
ployees administer the anesthetic. There is no effort 
to set the fee to be charged the patient. If less than 
$15 is charged, the physician’s report should so state. 
If the anesthetic is administered by a Participating 
Physician, he is paid direct, upon receipt of his re- 
port. If it is given by a non-participating physician or 
by a nurse anesthetist, the subscriber is sent the fee. 


The next article will deal further with general 
principles which govern processing of claims. 


J. Decherd Guess, M. D. 
Medical Director 


BLUE SHIELD EXPERIENCE SURGICAL 
AND OBSTETRICAL PLAN 


April 1, 1950—July 31, 1952 


The following interesting data was recently compiled 
showing the excellent progress and serviceability of 
the South Carolina Medical Care Plan in the first two 
and a quarter vears of its operation. 
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new uniform oral dosage 


in muscle spasm of in acute in certain 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When Tolserol is 
given between meals, it is desirable that the patient first 
drink 14 glass of milk or fruit juice. 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 


*VOLSEROL* IREG. U. $. PAT. OFF.) 1S A TRADEMARK OF R. & SONS 
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PARTICIPATING PHYSICIANS 
DECEMBER, 1952 


By December 1952 the number of physicians 
participating with the S. C. Blue Shield Plan included 
nearly all active members of the Association, and 


stood as follows: 


Benefits Paid to: 


Total Number of Claims Incurred __~ ~~~ 6,216 
Total Amount of Benefits Paid ~_______~ $266,399.07 
Il 

Procedures Most Frequently Pertormed: 
Procedure Number Payment 
1. Obstetrical Delivery 659 $33,848.11 
2. T.& A. 605 16,060.00 
3. Suturing of Wounds 415 4,915.56 
4. Appendectomy 397 29,920.00 
5. Cystoscopic Ureteral 
Catheterization 235 6,292.50 
6. Circumcision 183 2,062.50 
7. 2. 158 5,619.00 
8. Total Hysterectomy 137 15,419.00 
9. Removal of Benign Skin 
Lesions 120 1,643.50 
10. Internal Hemorrhoidectomy — 108 5,447.50 
3017 $121,227.67 
(48.5% ) (45.5% ) 
Ill 
Number of Cases Treated in Hospital 5070 81.6% 
Number of Cases Treated in Office 1141 18.3% 
Number of Cases Treated at Home 5 1% 
6216 100.0% 
IV 
Number of Cases Under Income Limit 2780 44.7% 
Number of Cases Over Income Limit 1238 20.0% 
Number of Cases Undesignated 2198 35.3% 
6212 100.0% 


552 Participating Physicians $213,615.67 80.1% 
Non-Participating Physicians 52,783.40 19.9% 
$266,399.07 100.0% 

Number of Cases Handled By: 
Participating Physicians 5,076 81.6% 
Non-Participating Physicians 1140 18.4% 


6,216 100.0% 
Number of Claims Paid—By Counties: 

Number Amouut 

1. Charleston County 1,207 $52,543.82 
2. Orangeburg County 745 26,223.55 
3. Richland County 613 29,319.00 
4. Spartanburg County 359 14,964.50 
5. Greenville County 354 17,340.16 
6. Colleton County 200 8,901.00 
7. Florence County 161 7,646.15 
3,639 $156,938.18 

(58.5% ) (58.9% ) 


No. of No. of 

County Physicians County Physicians 
Greenwood 22 Hampton 7 
Abbeville 6 Horry 19 
Aiken 20 Jasper 3 
Allendale 4 Kershaw 13 
Anderson 41 Lancaster 8 
Bamberg Laurens 12 
Barnwell 4 Lee 3 
Beaufort 9 Lexington 11 
Berkeley 5 Marion 16 
Calhoun 1 Marlboro 13 
Charleston 117 McCormick 1 
Cherokee 10 Newberry 10 
Chester 10 Oconee 12 
Chesterfield 9 Orangeburg 34 
Clarendon 6 Pickens 12 
Colleton 11 Richland 122 
Darlington 8 Saluda 5 
Dillon 1] Spartanburg 62 
Dorchester 7 Sumter 29 
Edgefield 6 Union 12 
Fairfield 5 Williamsburg 10 
Florence 49 York 22 
Georgetown 11 

Greenville 104 TOTAL 918 


PRESIDENT BAUER’S 
RECOMMENDATIONS 


The House of Delegates of the A. M. A., at the 
Denver session, adopted four excellent recommenda- 
tions contained in the Presidential Address of Dr. 
Louis H. Bauer. All of them are of interest to the 
profession at state or county level. They are as fol- 
lows: 


“1. That this House of Delegates urge our con- 
stituent state associations to be adamant in dis- 
ciplining unethical members; 


“2. That it urge our component county societies to 
establish more rigid ethical requirements for member- 
ship; 


“3. That it urge all medical schools to give lectures 
on medical ethics and medical traditions (the chapters 
of the Student American Medical Association can be 
potent factors in inculcating the embryo physician in 
medical ethics ); 


“4. That the House of Delegates go on record as 
thoroughly disapproving any business arrangements 
between pharmacists and physicians such as was un- 
earthed lately in the Greater New York area.” 


be 
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WYDASE HAS MANY IMPORTANT ADVANTAGES 
IN EVERYDAY MEDICAL PRACTICE 


REDUCTION OF 
SIMPLE FRACTURES 


HYPODERMOCLYSES 


LOCAL ANESTHESIA HYPODERMAL INJECTION 
OF CONTRAST MEDIA 


Wydase softens tissue hyaluronic acid. This spreads injected solutions and 


accumulations of transudates and blood, facilitating their absorption. 
Supplied: Vials of 150 and 1500 TR (turbidity-reducing) units. 


Wie th Lyophilized ea 


W ydase” 


Important Note: Wydase is now Council-accepted for use in management of renal lithiasis 


Hyaluronidase 


33 
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MEDICAL CARE AND ABILITY TO PAY 


Another action taken by the House of Delegates of 
the A. M. A. at the interim session in Denver is of the 
utmost importance in professional public relations— 
more important even than that taken in connection 
with the basic principles of the profession itself. It 
has to do with the activity of the individual physician 
and county medical society. The House supported the 
plea of the Trustee that they “heartily endorse” medi- 
cal care programs designed to provide the services of 
a physician to anyone unable to pay for them. It 
adopted the report of its reference committee as fol- 
lows: 


“Protests have been made at various times that 
medical care is being denied certain individuals be- 
cause of its cost. As is well known, the prime object 
of the medical profession is to serve humanity, regard- 
less of record or financial gain, and with a view to 
implementation of this principle a number of county 
medical societies have successfully conducted and 
publicized programs offering to provide the services 
of a physician to anyone unable to pay for them, 
which we believe have conclusively answered such 
protests. 


“The Board of Trustees urges that the American 
Medical Association heartily endorse such medical 
care programs and undertake an energetic campaign 
to implement them, that the constituent state medical 
societies be encouraged to organize and vigorously 
promote similar campaigns embodying the principles 
of such programs, and that these campaigns be made 
known to the public through every effective medium 
of communication.” 


It is the belief of this observer that such action by 
the legislative body representing the entire medical 
profession in the United States, endorsing and whole- 
heartedly supporting the recommendation of _ its 
Board of Trustees, implemented by action on the part 
of individual county societies throughout the nation, 
and strengthened and actively promoted by the in- 
dividual physicians, goes further and will accomplish 
more in less time in developing and maintaining the 
good will of the people than any direct legislative or 
political effort that might be made. 


1953 DUES NOW PAYABLE 


With the arrival of January 1, 1953, dues for 
another year to both the State and the American 
Medical Associations became due and payable. By 
January 10, small remittances on 1953 dues had 
already been received in the Florence office. 


As a rule, dues payments begin to increase gradu- 
ally in February and March, building up to such an 
extent just prior to the annual meeting that it is 
almost impossible for the clerical staff to process the 
payments and issue the membership cards promptly. 
This is made more difficult by reason of the fact that 
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in April and the early days of May the office work is 
much heavier than usual in preparation for the meet- 
ing. 


County secretaries and treasurers who keep the 
matter before their members and individual physicians 
who cooperate by paying their dues early facilitate 
the work of the central office materially, and their 
cooperation will be greatly appreciated. 


ESSAY CONTEST 


Again this year, the State Association is sponsoring 
an essay contest in the high schools and junior high 
schools of South Carolina, in conjunction with the 
American Association of Physicians and Surgeons. 
Printed announcements and invitations to participate 
were mailed early in December to the principals of 
all high schools in the State. A short time later they 
were sent packaged libraries, prepared and furnished 
by the A.A.P.S., containing data and material for the 
use of contestants. A number of replies received from 
school principals indicates that the participation this 
year will be at least as widespread as in the past and 
perhaps that even more interest is being aroused. 


County medical society officers and members can 
materially aid in stimulating interest in the contest 
locally. A number of county societies are expected to 
offer local prizes in addition to those being offered 
by the State Association and the A.A.P.S. 


The contest runs through January and February 
and the essays will be judged and the winners sub- 
mitted in March to headquarters in Chicago, for 
judging in the national competition. 


RURAL HEALTH CONFERENCE 
IN ROANOKE 


The Rural Health Council of the American Medical 
Association has scheduled its Eighth Annual Confer- 


ence on Rural Health for February 27 and 28 at 
Roanoke, Va. The Roanoke Hotel will be head- 
quarters. 


This conference, held annually through the co- 
operation of the A.M.A. and the National farm or- 
ganizations, has proved to be of increasing interest 
and value. Its location this year in one of the Southern 
states will afford an opportunity for a much larger 
attendance by physicians from the Southeast, and it 
is one which should be taken advantage of by any 
doctor who is primarily interested in the problems of 
rural health, either from the standpoint of his own 
professional practice, or otherwise. 


The theme of the 1953 meeting is “Widening the 
Highway to Health.” A number of speakers, prominent 
in various fields affecting the health of the rural 
population of the country, are included on the pro- 
gram, representing the medical and other professions. 
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DOCTOR... now YOU can buy | 


OSMOSE FENCE POSTS 


at our CARLOAD PRICE 


OSMOSE TREATED FENCE POSTS 


— Last 3 to 5 times longer — Resist termites! 


Doctors were among the first to appreciate the 
tremendous savings in time, labor and materials 
that were made possible by the use of Osmose 
Treated Fence Posts. Doctors everywhere have 
also been big boosters for these tougher, longer 
lasting posts! Because of this, we are making 
this offer in State Medical Journals throughout 
the South. 

As you may know, Osmose Treated Fence 
Posts are scientifically treated to make the cel- 
lulose fibers in the wood unpalatable to the tiny 
micro-organisms that normally feed on them. 
With their food supply cut off, these fungi either 


OSMOSE WOOD PRESERVING 


die or look elsewhere for sustenance. 

Osmose Treated Fence Posts last up to five 
times longer, resist the attack of all wood de- 
stroying insects and are fire retardant. 

If you have a fairly large place, you can easily 
use 2000 fence posts, which is approximately 
the number of posts contained in a standard car. 
If not, perhaps one of your neighbors would 
welcome the oppor- 
tunity to share the 
surplus. Write us to- 
day for complete 
prices and data. 


Offices and Mills 
throughout the South 


A 
| 
9 
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The members of the Committee on Rural Health 
of the State Association are expected to attend, and 
certain of the other officers of the Association will be 
there, also. 


A DOCTOR LOOKS AHEAD 
Dr. Margaret Loder, Rye, N. Y., was the first 


woman physician ever to serve as president of her 
county (Westchester) society. She retired from the 
office recently, and left behind a wonderful bit of 
advice to her fellow physicians. Here is an excerpt, 
which served as the basis for an editorial in the New 
Rochelle, N. Y., Standard-Siar: 


“We have just passed through a period in which 
the medical profession was put on the defensive; a 
period in which programs for health insurance were 
initiated and efforts made to furnish good medical 
care to all of the people at a cost which they would 
be able to pay and at the same time retain freedom 
of choice of physician. 


“Now that we are to have a change in government 
and policies, it is not at all impossible that many of 
us may sit back and feel that there is no need for 
continuing to protect our freedom. 


“Perhaps many of us will feel that we can relax, 
and sit back and take it easy. That is not so. We are 
never going back to the ‘good old days.’ The Cadillac 
and airplane have replaced the horse and buggy, and 
the thinking and demands of our people have not 
remained behind but have kept pace with the more 
recent methods of transportation. We have no right 
to be complacent. The medical profession must not 
wait for others to do their job, they must lead the 
way. 


CLOSE TIE-UP BETWEEN MEDICINE 
AND EDUCATION STRESSED 


The Board of Trustees of A.M.A. called the at- 
tention of the House of Delegates, in Denver, to the 
desirability of more conferences and meetings at the 
local level between educational groups and the medi- 
cal profession. The House concurred in the suggestions 
of the Board by adopting the following reference 
committee report: 


“The joint interest of the medical and education 
professions in the health of children of school age is 
vital to the health of our youth and future citizens. 
In this regard a number of important national en- 
deavors, including the activities of the Joint Com- 
mittee on Health Problems in Education of the 
American Medical Association and the National 
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Conference on Physicians and Schools sponsored by 
the American Medical Association in 1947, 1949, and 
1951, and the work of the Bureau of Health Educa- 
tion of our association since its founding, have con- 
tributed to better understanding and _ universally 
acceptable concepts in relation to health education 
for children of school age. Similar activities developed 
by state and local medical associations and societies 
have fostered excellent relationships between the two 
professions. 


“The Board of Trustees recommends that the House 
of Delegates commend these projects by constituent 
and component associations and urges that they be 
further extended through appropriate committees, 
conferences, meetings, and other suitable activities 
among representatives of medicine and education in 
each state so as to develop interrelationships between 
the two professions which wil! lead to the formulation 
of sound policies for the health education of the chil- 
dren and youth in our schools.” 


THE GENERAL PRACTITIONER AWARD 


Some idea of the attention attracted by the institu- 
tion a few years ago by A.M.A. of the award of the 
General Practitioner's Medal each year, may be in- 
dicated by the expressions contained in the letter 
written recently to Dr. George F. Lull, Secretary and 
General Manager of the A.M.A., by Dr. J. M. Travis 
of Jacksonville, Texas, who was elected as the “Gen- 
eral Practitioner of the Year” at the meeting in Denver 
in December. In his written acknowledgment of the 
award, Dr. Travis said: 


“It was beyond my expectation to get the publicity 
that I have received in this event. I have received 
clippings, pictures, and write-ups from practically 
every large daily newspaper in the United States, and 
many of the smaller papers. I have had numerous 
editorials, including those in the New York Times and 
the New Orleans Times—Picayune, which were very 
flattering to a general practitioner, especially since 
they dewlt on the idea of the General Practitioner. I 
am certainly enjoying all this—as I have been some- 
what isolated here in east Texas.” 


Most South Carolina doctors know from the ex- 
perience of our own Dr. “Buck” Pressly a few years 
ago, something of the extent to which he was pro- 
jected into the limelight. “Dr. Buck,” well-known and 
extremely popular in his profession, made contacts at 
that time which have expanded with the ensuing 
years, and he is now one of the best known figures at 
any A.M.A. meeting, at all levels. 
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POPULAR PRICED BAG WITH 
BLOOD PRESSURE INSTRUMENT POCKET 


No. 726-38—SMOOTH TOP GRAIN COW- 
HIDE 


No. 726-20—SHARK GRAIN COWHIDE 


Heavy washable plastic coated fabric lining. 
Large loop on one side for bottle pad and on 
the other side a large pocket, suspended at 
the top of the bag, to carry a blood pressure 
instrument.or other miscellaneous supplies. 
Solid leather drop type handles. Heavy steel 
frame, leather covered. Reinforced bottom 
with metal studs. Three place extension 
lock. 


Color. Black only. 
Sizes: 16” and 18”. 


Winchester 
CAROLINAS or SERVICE 4 
Winchester Surgical Supply Co. Winchester-Ritch Surgical Co 
East 7th St. Tel. 2-4109 Charlotte.NC. 421 W Smith St Tel. 5656 Greensbore NC 


THE COCA-COLA COMPANY 
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TEXAS MEDICAL CENTER 


The history of Houston’s Texas Medical Center 
reads like a proverbial “tall Texas tale,” and it. is 
tall—but it’s also true. 

For in the short space of seven years, the Center 
has become one of the outstanding institutions of its 
kind anywhere, and it’s still growing. 

As 1953 begins, the continuous program of de- 
velopment and expansion shows no sign of abating, 
with new buildings, new facilities for research, and 
new teaching programs being constantly added to this 
mammoth health project. 

When facilities already under construction and on 
the drafting boards are completed, the Center will be 
able to count 3,350 beds, which will represent an out- 
lay of more than $56 million on a 163 acre tract. 

During 1951, the Methodist Hospital, a four and 
one half million dollar building providing air-con- 
ditioned comfort for 315 patients; and the Arabia 
Temple Crippled Children’s Clinic, a one and a quar- 
ter million dollar structure, were completed and 
opened their doors. Thus were important new facilities 
added for the professional activities that had been 
going on in the previously completed buildings which 
include the Veterans Administration Hospital; the 
original Hermann Hospital, a 250 bed charity and 
part-pay hospital; the new Hermann Hospital, which 
has 375 beds and the most modern of equipment; the 
Baylor University College of Medicine; and the 14- 
story Hermann Professional Building, which provides 
the office space for the professional people who carry 
on the Medical Center work. 

Now, work is progressing rapidly on other vital 
construction projects. The M. D. Anderson Hospital 
for Cancer Research, which will cost approximately 
$8 million and have 310 beds, is expected to be the 
equal of any cancer hospital in the country. It is 
scheduled for completion early this summer. This 
hospital, incidentally, is the only project of the Texas 
Medical Center that has not been financed completely 
with funds raised by Texas people, being the re- 
cipient of a federal cancer fund grant. 


The Texas Children’s Hospital, which will have 115 
beds and be especially equipped to handle difficult 
cases, is also slated for completion within the next 
few months at a cost of some $2 million. 


Another project now underway that is due to be 
ready to open its doors early next year is the St. Luke’s 
Episcopal Hospital, a 340 bed institution that will cost 
$4,700,000. 


The University of Texas Dental Branch is also listed 
among present construction projects, and will repre- 
sent an outlay of more than $5 million. It will be 
completed in 1954, as will the one and a quarter 
million dollar Medical Library of the Houston 
Academy of Medicine. 


But even as buildings are completed and construc- 
tion on others begun, the planners of the Medical 
Center keep looking yet further into the future. 


Present plans call for beginning the construction of 
Jefferson Davis Hospital, a new city-county charity 
hospital with 700 beds, about midsummer. When it 
is a reality, the present charity hospital downtown 
will become the Houston Tuberculosis Hospital. 


And the next step forward will be a College of 
Nursing for the University of Houston, a project 
being studied at the present time. 


But buildings alone do not make a fine medical 
center, so of special importance are the ways in which 
the facilities are used and the plans for expansion of 
the program. 
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An item of particular interest to Houstonians now is 
the recent research done in the Baylor University Col- 
lege of Medicine at the Center in the study of polio. 
The discovery in Houston that flies were carrying 
polio virus even at a time when there was no polio 
epidemic has already had effect on the thinking of 
health authorities and city officials. 

Research is also constantly going forward in study- 
ing various new drugs and new developments in the 
treatment of many dread diseases. Cancer, tuberculosis, 
arthritis, and others get their share of attention, some 
of the work being done on an independent basis, other 
in conjunction with national foundations. 

A teaching program that follows many channels is 
an integral part of the Texas Medical Center work, 
with the Baylor University College of Medicine, the 
University of Texas Postgraduate School of Medicine, 
the University of Houston Central College of Nursing, 
and the University of Texas School of Dentistry shar- 
ing the responsibilities of preparing the men and 
women who will soon take their place in these pro- 
fessions. Through this teaching program, institutions 
outside the Center have a part in its program, for 
medical students and interns serve in St. Joseph’s Hos- 
pital, Southern Pacific Hospital, and the Houston 
Negro Hospital. 

So those who are a part of the Texas Medical Center 
continue to build, to study, to teach and to treat the 
sick and suffering; for their self-imposed obligations 
spur them on. 

They have undertaken to become a haven of help 
for the sick and suffering, a leader in medical educa- 
tion for Texas, and the keystone of advanced medical 
research in the Southwest. 


ALBUMIN 
SUGAR 
ACETONE 


INDICAN 
4 BILE 
OCCULT BLoon 


by simply adding ONE drop of urine to ONE 
drop of reagent, Ru Drop Test offers a clinically 
accurate method . Unconditionally Guar- 
anteed . . . for the complete chemical screen- 
ing of all urines by One Uniform Procedure in 
ONE MINUTE. A comprehensive brochure on 
One Minute Ru Test is available at your request 


ORGO PRODUCTS COMPANY 
WALTERIA, CALIFORNIA 
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Highly effective - Welltolerated  Imparts a feeling of well-being 


patient 


menopausal 
of well-being 


welcomes the sense 
imparted by “Premarin.” 


AYERST, McKENNA & HARRISON Limited + New York, N. Y. * Montreal, Canada 
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. 
/ 
Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 
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CURRENT ACTION ON DOCTOR DRAFT 


Since the AMA’s December meeting, the Depart- 
ment of Defense and the Armed Services have taken 
steps to revise Public Law 779, the “doctor draft law. 
Recommended revisions incorporated in a new draft 
law were approved by the Armed Forces Medical 
Policy Council and forwarded to the Office of the 
Secretary of Defense for coordination with military de- 
partments. Until agreement has been reached within 
the Department, contents of the new bill will not be 
announced. 


The new measure presumably will abolish the pres- 
ent categories and classify registrants into two groups: 
(1) All persons who did not serve in the armed forces 
during World War II—youngest to be called first; (2) 
Persons who have served—those with least amount of 
service to be called first. Also, the bill would provide 
that special registrants now classified in priorities 1 
and 2 would be inducted when they became available 
for duty. Persons who have served on active duty for 
12 months or more subsequent to June 25, 1950, 
would not be liable for further military service. 


Other AMA recommendations which have been 
acted upon by the Armed Forces Medical Policy Coun- 
cil: 


(1) Thorough study of dependent medical care— 
although a study is warranted, AFMPC reports that 
further action must be taken by the new Secretary of 
Defense. 


(2) Study of percentage of physician’s time spent 
in treating other than military personnel—study cur- 
rently is under way. 


(3) Revision of physical requirements for physi- 
cians being examined for military service—the De- 
partment of Defense adopted a new policy which will 
consider all physicians potentially acceptable for 
military service provided they can be reasonably 
roductive in the armed forces. Military departments 
have been directed to re-evaluate physicians previously 
disqualified. Approximately 2,600 physicians — in 
priorities 1 and 2 will be re-examined. 


SAMA SETS °53 PROGRAM IN MOTION 


Strengthening its position as the voice of its 15,000 
members, the House of Delegates of the Student 
American Medical Association set an accelerated pro- 
gram in motion during its second annual convention 
in December in Chicago. 


Chief proposal of the delegates from 50 of SAMA’s 
59 chapters called for a point system in doctor draft 
legislation to consider all previous military service, 
regardless of branch or rank. Another resolution asked 
for a synchronization of doctor draft calls with hospital 
training programs so that young doctors will not 
experience unnecessary delay in resumption of their 
training following military service. The House also 
urged its constituent chapters to invite officers and 
staff members from organized medicine to address 
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local meetings so that students will be kept informed 
on current medical activities. 


The convention, the last to be held in December, 
attracted more than 225 delegates, alternates and 
guests. The next convention is scheduled for June. 


KEEP PLUGGING “YOUR DOCTOR” FILM 


Local medical societies can improve their “public 
relations rating” in the community by booking the 
“Your Doctor” film for non-theatrical showings at 
society meetings or to PTA’s, schools, churches and 
other groups interested in health. Sixteen millimeter 
prints of this 15-minute sound film now are available 
on loan from Modern Talking Picture Service, Inc., 
45 Rockefeller Plaza, New York 20, N. Y. Produced 
as a documentary, this film points up ways in which 
the medical profession has helped to bring better 
medical care to everyone. During 1952 more than 12 
million Americans viewed the movie in over 5,000 
commercial theaters throughouut the country. It is 
hoped that medical societies will continue to promote 
the film locally. 


AMA CONFERENCE ON SPECIAL HEALTH 
SERVICES IN INDUSTRY 


.Current trends in direct service plans (health serv- 
ices in industry provided through salaried or panel 
physicians) . . . ways and means of maintaining high 
standards of medica! service directly to certain groups 
of industrial workers . . . were aired at an informal 
conference on Direct Service Plans. This meeting, 
sponsored by the Committee on Medical Care for 
Industrial Workers—a joint committee of the AMA’s 
Council on Medical Service and the Council on In- 
dustrial Health—was held in January during the 
Annual Congress on Industrial Health. 


Viewpoints of labor, management and the medical 
profession were expressed as more than 50 repre- 
sentatives of plans sponsored by labor and industry 
sat down with representatives of state and county 
medical societies. Many suggestions regarding future 
developments in programs designed to render medical 
care through voluntary methods were presented for 
study and future discussion. 


FILM CLEARED FOR TV 


Three films produced by the Metropolitan Life In- 
surance Company recently were cleared for use on 
educational and public service television programs. 
“Once Upon a Time”—a 10-minute animated cartoon 
dealing with state and highway safety; “Proof of the 
Pudding”—a 10-minute dramatic presentation show- 
ing the essentials of good nutrition and the relation 
between diet and health; “Be Your Age’—an 11%- 
minute drama depicting middle-aged, over-weight 
“John’s” recovery from a heart attack and his sub- 
sequent adjustment to living with a handicapped 
heart. The films are available to county os so- 
cieties who desire to co-sponsor these films on tle- 
vision. They may be secured from Metropolitan Life 
a Company, 1 Madison Avenue, New York 10, 


